Health may be considered a multisectoral issue, involving access to care and services, transportation, health insurance of some type, education, individual and family well-being, housing, and community-level issues such as neighborhood safety. Concomitantly, many health problems are exacerbated by the poverty that impacts family and community well-being.
While poverty is associated with increased risk for multiple adverse health outcomes, it is typically not directly addressed in public health interventions. Similarly, whereas microenterprise is a fairly widespread approach to poverty alleviation, it is not generally considered a public health intervention. Broadly speaking, microenterprise is the practice of making small loans and providing financial literacy to the poor-predominantly to women-to help them achieve economic self-sufficiency. The microenterprise goal of relieving poverty can be seen as a corollary to a comprehensive approach to public health.
In March 2006, the Centers for Disease Control and Prevention (CDC) convened a multisectoral consultation meeting to link microenterprise and public health, specifically to consider microenterprise as a potential human immunodeficiency virus (HIV)/acquired immunodeficiency syndrome (AIDS) prevention intervention among impoverished African American women at risk for HIV-a population that recently has experienced sharply increased rates of HIV infection. This article briefly summarizes that meeting and includes recommendations for public health activity that is directly responsive to a broader socioeconomic and structural context influencing women's risk for HIV/AIDS.
In an era of small government budgets, we may be somewhat forced to address the complex linkages between poverty and health outcomes through broad collaborations among agencies and community groups that typically work in silos. But that collaborative approach has often been recommended by public health practitioners and is, at the same time, exciting in its possibilities. And while the collaborations proposed here are focused on HIV and sexually transmitted diseases (STDs) among women in poverty, the implications for other populations and health issues are salient and profound.
BACKGROUND
African American women are vastly overrepresented in the HIV/AIDS epidemic in the U.S. Whereas African Americans represent 13% of the U.S. population, 1 they account for 50% of new HIV/AIDS infections. 2 Among women, African Americans represent 68% of new HIV infections 2 and are 21 times more likely to be diagnosed with HIV than white women. 3 In recent years, racial disparities in the HIV/AIDS epidemic have also been associated with regional disparities, with disproportionately more cases of HIV and AIDS being reported in the South than in other regions of the U.S. 2 In addition to high rates of HIV and AIDS, there is a higher prevalence of sexually transmitted infections (STIs) among African Americans compared with other groups in this region. 4 At the same time, states in the South are among those with the highest rates of poverty, unemployment, and lack of health insurance in the U.S. 5 The South represents 36% of the total U.S. population, yet accounts for 43% of Americans living in areas with high poverty rates. 6 The positive correlation between poverty and poor health (indicated by population measures of morbidity and morality) has been well-documented. Therefore, as might be expected given this link, southern states also tend to have higher income-related health inequality and poorer overall health achievement, defined as improvement in health status among specific populations. 7 In fact, among the factors that affect health status among African Americans-such as inadequate health insurance and limited quality care 8 -poverty appears to be a primary underlying factor and, as such, contributes to the risk for HIV infection among African American women in the South.
That is, at this point in the U.S. epidemic, women at risk for acquiring or transmitting HIV or other STIs disproportionately live in poverty, -13 and the dynamic or pathways leading from poverty to HIV/STI risk are often complex, as described in Adimora and Schoenbach's 2005 review article on the facilitative role of social context in HIV/STI transmission within heterosexual networks. 14 For example, chronic poverty, residential segregation, and sex roles may combine to propel some women into the informal economy-including trading sex for commodities and for survival needs such as housing and food-and greatly influence relationships with children and intimate partners. , [14] [15] [16] [17] [18] [19] [20] Dense sexual networks, often characterized by concurrent partnerships, are supported by socioeconomic factors such as economic oppression, racial discrimination, high incarceration rates of black men, and the "striking low" 14 ratio of men to women in African American communities. ,14 Some impoverished women use illicit drugs, such as crack cocaine and heroin, which greatly increases the risk for HIV/AIDS.
, [15] [16] [17] 1, 21 Given that the exchange of sex is often part of a personal economic strategy for at-risk women, interventions focused on reducing or removing the need for such exchange by assisting in personal economic development may contribute to reduced sexual risk-taking. For example, the need to depend on sex partners for income may be diminished, and time would be allocated to training or work rather than to risk activity. An intervention to directly increase access to financial resources among impoverished African American women in the South may operate on risk for disease in both direct and indirect ways-by including but also going beyond the stand-alone, small-group risk-reduction interventions that currently exist [22] [23] [24] to target structural or contextual factors influencing risk. Such a multifaceted approach may be more effective than more traditional approaches to intervention.
MICROENTERPRISE AS HIV PREVENTION
Addressing structural factors represents the next level in HIV prevention intervention research. 25, 26 Microenterprise, which directly addresses individual and family poverty, is one potential intervention model for HIV/ AIDS prevention. Various models of microenterprise exist in the field; however, we refer to microenterprise as encompassing a broad range of activities, including basic life-skills training, development of commercially viable products and services, access to markets, financial training, and financial support or microfinance of some type (e.g., credit, emergency loans, tax assistance).
The most well-known microenterprise project may be the Grameen Bank and the Bangladesh Rural Advancement Committee (BRAC). The Grameen Bank, recipient of the 2006 Nobel Peace Prize, provides group-based credit for small business ventures primarily to poor women. The groups meet regularly, make regular deposits into a group savings account, and are responsible for ensuring that members make weekly repayments. 27 The program provides training sessions for participants on setting and meeting objectives and conducting business operations. It is noteworthy that the Grameen program participants have been shown to have increased contraceptive use even though the program does not provide family planning services. 28 In Africa and Asia, a variety of microfinance activities, based on a number of models including the Grameen model, have been shown to increase women's economic well-being, enhance contraceptive use, strengthen women's position in families, and improve the lives of youth in ways that are important to reducing susceptibility to HIV. [27] [28] [29] [30] [31] Within the literature on microenterprise, there is a small but growing body of work on microenterprise and HIV/AIDS. For example, Pronyk et al. 32, 33 reported on a South African case study, Intervention with Microfinance for AIDS and Gender Equity (IMAGE), which integrated a curriculum that addresses gender and risk issues within an established Grameen-style group-lending microfinance program. While a number of challenges and issues emerged from the program (for example, how to establish effective partnerships between HIV and microfinance organizations), the study demonstrated a significant and positive relationship between an integrated package of HIV training and microcredit and HIV risk reduction. 33 Pronyk et al. conclude that by mainstreaming HIV perspectives within microfinance organizations, the combined approach has the potential to address population-level vulnerability to HIV infection, particularly poverty and gender-based inequalities. A recent study in the Dominican Republic by Ashburn and colleagues 34 determined that, among women who participated in a microlending program, control of "own money" was significantly and positively related to improved negotiation of safer sex, which points to a component of women's economic empowerment that may be critical for microenterprise-based HIV prevention efforts.
These promising international programs have led us to consider microenterprise as an HIV/AIDS prevention model among impoverished African American women in the southern U.S. However, given the context of the U.S. economy, legal system, and cultural differences, it is important to understand how to make such an intervention work in the United States and, in particular, for women at risk for HIV/STI infection in the American South. Preliminary evidence indicates that microenterprise interventions can reduce sexual risk behavior in the U.S. Sherman et al. 35 conducted a pilot intervention in which drug-using and sex-trading women in Baltimore were taught HIV prevention risk reduction combined with the making, marketing, and selling of jewelry in six two-hour sessions. In a pretest/posttest design, women receiving this intervention reduced their drug use and number of sexual contacts and increased their condom use with sex trade partners. Notably, reductions in the number of sex trade partners were significantly predicted by the amount of money made from the jewelry sales. Although future studies would be strengthened with a more rigorous (e.g., randomized controlled) design, the findings are encouraging as a microenterprise model for HIV/AIDS prevention in the U.S.
PURPOSE OF THE CONSULTATION
On March 8-, 2006, CDC, with the support and participation of the Department of Health and Human Services (DHHS), convened a consultation meeting with experts in the fields of microenterprise development, HIV/AIDS prevention, and socioeconomic research on African American women in the southern U.S. We purposefully invited microenterprise experts working in U.S. settings because international microenterprise experiences may not directly apply given differences in the economy, legal system, and culture. The invited attendees included researchers, U.S.-based microenterprise program practitioners (some of whom have international experience), representatives of health departments and community-based organizations in the southern U.S., and organizations that provide funding for microenterprise activities. The purpose of the meeting was to garner the most up-to-date and relevant information on microenterprise projects that could be applied to conditions in the U.S. and to HIV/AIDSand STI-related risk reduction.
REVIEW OF CONSULTATION
The agenda was structured around three principal questions: (1) What are the core elements of successful microenterprise programs?, (2) How are these best adapted to suit the needs of impoverished African American women in the southern U.S.?, and (3 ) What steps should be taken to prepare a microenterprisebased HIV prevention intervention for that population? For each question, the discussion was rich with information, experience, innovative ideas, and excitement regarding the notion that socioeconomic factors related to risk were on CDC's agenda.
Core elements of successful programs
Although it was not the purpose of the meeting to become expert in microenterprise, it was important to educate participants not familiar with microenterprise about fundamental aspects of the industry-basic models and their variations, theoretical backgrounds, populations served, specific program components, and limitations of microenterprise programs-to gauge what a successful program might look like and how to go about project development. At the same time, while the consultation could not cover all aspects and varieties of models that have been successful in a number of ways, participants were nevertheless provided an overview of programmatic elements. Note that a more comprehensive review of best practices in microenterprise programs in the U.S. can be found in Salzman et al.
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Specific microenterprise models and theoretical background. The three most common models include:
(1) Credit-led programs: small loans (microfinance or microcredit) are provided to startup businesses.
(2) Training-led programs: emphasize the development of skills and behaviors that accompany successful business practice; 85% of microenterprise programs are training-led. Note that the most successful programs offer at least business training in addition to access to credit.
(3) Combined microenterprise with wellness programs (e.g., Center for Black Women's Wellness in Atlanta): conduct health education and provide heath care or linkages to health care in addition to more traditional microenterprise services to small-scale, startup businesses.
Additionally, Individual Development Accounts (IDAs) can be included in microenterprise program models. This type of activity, which encourages the very poor to save money, is supported by research indicating that (1) saving is not unusual among the poor, whose means and manner of saving may differ from more widely recognized means such as bank accounts or investments, and (2) saving money, even a relatively small sum, can result in a more positive orientation to or outlook on the future and a stronger sense of control over one's life. 37 The theories underlying most microenterprise program models include:
(1) Income theory: where microenterprise is expected to result in an improved standard of living.
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(2) Diversification theory: where microenterprise is expected to add another income stream to the household "portfolio." 38, 3 (3) Compensating differential theory: where microenterprise is expected to provide non-monetary value, such as an improved outlook on life as a result of savings or ability to pay bills. 40, 41 (4 ) Social network theory: the economic activity resulting from microenterprise is expected to develop social capital and access to resources, which further strengthens economic activity.
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Populations typically served by microenterprise programs. Edgcomb and Klein 43 report that 65% of microenterprise clients are women, 55% are minorities, and 5% had incomes at or below 80% of area median incomes. Due primarily to the concern for successful outcomes and other funding requirements, many microenterprise programs "screen for success." That is, client eligibility is often based upon criteria, such as strong literacy skills, that would exclude many of the women of particular interest to those in public health: women faced with increased risk for disease, including HIV infection, due to the conditions imposed by often generations of living in poverty.
Across microenterprise programs, program clients express a range of goals, including gaining either supplemental or full-time income; having flexibility in work schedules to address, for example, child care needs; having more control and autonomy over their lives; avoiding discrimination and marginalization; and building personal or community assets.
For many programs, an ideal microenterprise client may be a woman who already runs a small bakery operation out of her home, and who, due to demand, has decided to add a helper and increase her products to sell to a larger number of customers. This woman's goal may be opening her own bakery shop within a few years. The ideal client for many microenterprise agencies comes to the program with at least a minimum level of entrepreneurial experience and aspirations.
Specific features and components of microenterprise programs. Participants agreed on the following as more typical components of microenterprise programs:
• Microenterprise programs require transparency about expectations and outcomes; clients need to know what is expected of them in training programs and what their eventual success may look like. Goals are specified by clients (for example, "additional income to cover the rent" or "to support my daughter in college") and are measured primarily in income gains.
• These programs often directly address the barriers or challenges faced by clients and include business training, mentoring, coaching, access to capital, and access to markets. Some programs also incorporate training and skills development in areas needed to be able to function in a job or business, attending to basic job skills, or personal development and empowerment. In fact, consultation participants stressed the more lasting benefits of programs that help women develop self-reliance and self-esteem, with a resulting change in perspective about life's future prospects and possibilities. Participants from the field of HIV prevention described a similar experience, citing more success with interventions that provide skills building and promote self-esteem and personal empowerment.
• The level of structured activities in microenterprise client training services varies, but structure is critical to help clients meet objectives. Providing an example of a highly structured training curriculum, the Women Entrepreneurs of Baltimore program includes three months of business skills training that requires classroom hours and homework, a strict attendance policy, and slidingscale fee requiring payment for participation in the program. At the other end of the structured programs scale are programs that provide only loan-qualifying and management services and refer clients to appropriate training programs.
• Programs often provide funding mechanisms for clients. Loans are often made to individuals or cooperatives (groups of people collaborating in a business enterprise) with good business plans; the repay rate is high, though this sometimes depletes other family resources.
• In addition to training on personal and businessskills development, many programs also have one-on-one technical assistance during the early life of the business.
• Some programs take advantage of community resources to improve their clients' chances for success. For example, clients may be encouraged to participate in literacy programs when low literacy would hamper their ability to participate in microfinance trainings.
• Some microenterprise programs offer support for joint ventures and cooperatives (i.e., daycare, event planning/catering, knitting co-ops) in addition to support for individual business development. Co-ops are more successful in rural areas or, in urban areas, in industries such as daycare. In fact, interest in the latter is so high that there are curricula available for daycare co-ops through the Association for Enterprise Opportunity, the umbrella organization for microfinance and microenterprise agencies in the U.S. Note that collaborative enterprises and cooperatives require more overhead and more training than individual businesses; another layer of skills and understanding is needed regarding functioning of co-ops and collaborative ventures.
• In a typical microenterprise program that leverages resources by utilizing other community resources to help meet client needs (i.e., literacy or transportation), annual costs average about $2,500 per person served.
• Finally, there are microenterprise programs that have integrated health education components into training. For example, some international models of microenterprise include education on health issues in their programs and assessment of health-related program outcomes. These programs tend to focus on maternal and child health, reproductive health, and nutrition. In the U.S., the Center for Black Women's Wellness in Georgia has separate program tracks for economic self-sufficiency and wellness, the latter involving education, referrals, and a part-time clinic covering reproductive and general health assessments, laboratory work, risk assessment and counseling, nutrition and exercise counseling, and a drug dependency program. However, such combination programs are not the norm for U.S. models of microenterprise.
Impact and limitations of microenterprise approaches. It has been difficult to determine how much individual household income is augmented by microenterprise activities. Individuals often will use other resources to aid their business enterprise, thus reducing the net flow to the household. Household incomes vary by family or household employment patterns and benefits, in addition to microenterprise activity. Some individuals/families have reported losing income as a result of participation in microenterprise activities; however, within this group, there are some who prefer microenterprise to being low-wage employees.
In the policy arena, while there tends to be general support for small business development, there is a lack of support for policies that would provide the same incentives to the working poor that those in better jobs typically receive. These would include matched retirement accounts, subsidies for child care and health care, and transportation assistance.
Other limitations that may be faced by microenterprise programs and clients include scarce individual and community resources; insufficient numbers of potential customers or clients for a developing microeconomic activity; and lack of economic and social networks and services to support new microeconomic activity. In some communities, women do not have control over resources or assets, and their own economic and personal development could be put at risk by other relationships, such as partner control over assets. Many of these factors point to structural limits on poverty alleviation. However, as more than one participant indicated, "Almost any level of improvement in income for a woman in real poverty is important to that woman in tangible ways."
Health issues are critical considerations in microenterprise program development and implementation because most microenterprises cannot afford health insurance. Therefore, while microenterprise may address some areas of financial and other personal need, microenterprise programs focused on increasing incomes alone are unlikely to solve the need for health insurance that characterizes the poor in the U.S. today. However, microenterprise agencies may be well-positioned to develop community collaborations in which resources may be pooled to improve insurance purchasing power.
How can microenterprise programs best be adapted to suit the needs of impoverished African American women in the southern U.S.?
Programs that seek to address the challenges faced by women in poverty should emphasize life-skills training prior to training in financial and employment matters. Life skills may include literacy, short-and long-term planning, and working with others such as colleagues, clients, employers, and employees. It is also important for women to learn how to control their assets in such a way that their lives are improved. Such programs should also link clients to community resources that can assist them with lack of transportation, limited or no access to child care, medical care, and other personal services.
Programmatically, short-term, small, step-by-step objectives are more realistic to achieve than aiming all at once on longer-term goals in the course of a training program. This graded mastery approach builds in a good chance of frequent successes, which are important to both skills development and motivation. Additionally, program developers should understand that many poor women are natural entrepreneurs, making a living or making do in very creative ways-doing hair or nails or weaving baskets-and microenterprise programs should acknowledge and build on the skills and perspectives that these women have already developed.
What should be done to prepare a microenterprisebased HIV prevention intervention for African American women in the southern U.S. who are at risk for transmission due to poverty? Our participants, coming from very different backgrounds and areas of expertise, nevertheless came to strong and enthusiastic agreement on the priorities and parameters for microenterprise programs designed to reduce risk for disease. Recommendations were based on a comprehensive approach to development of such programs. Program components should be clearly articulated, as described by the following program planning questions. By the end of the consultation, there were five general domains of agreement on priority considerations for program planning, development, and implementation, which corresponded to the questions.
Program development and goal-setting. As a general principle, program development and goal-setting should be defined by the community.
• A microenterprise-based HIV prevention intervention should be owned by the community. Therefore, the community should be involved in the design; there should be evidence of community buy-in. Families should be included in design and planning; individual women are going to be empowered, but families of those women should be included in the planning and support of the activities. Further, the target population, together with other local key stakeholders, should define the community that would be involved in program development.
• Core economic goals should be locally defined by program clients and community partners, with the assistance of a microenterprise agency, rather than being determined by funders, given differing economic and social parameters across communities.
• Likewise, the target population, with training and guidance provided by microenterprise agencies and informed by community input, should select the types of business or economic activities for which they would receive training and support.
• Many participants recommended a case-management model, in which programmatic goal-setting begins where clients are and provides a program that fits the client/local community needs and resources.
• Finally, participants agreed that to reduce HIV/ AIDS risk among women in the South, it will be important to focus, though perhaps not exclusively, on rural areas.
Partnerships and roles.
In addition to community-based program development, activities should be based on a broad array of partnerships to achieve microenterprise and HIV risk-reduction goals.
• A microenterprise program designed to impact the lives of African American women in poverty in the South needs to be multisectoral both in funding and on the ground. Participants felt strongly that, particularly for women in rural areas, disciplinary or sector diversity (e.g., health, community development, labor, agriculture, transportation, housing, and microenterprise) would be key to helping women overcome the challenges of rural poverty. The model for this may be the community planning process that has been established for local decision-making about HIV prevention program priorities. Funding for microenterprise projects should require this type of community collaboration, with each collaborator bringing its particular programmatic expertise into the mix.
• The partnership should involve microenterprise agencies that offer a range of services to meet a host of client needs, including literacy training and basic job skills in addition to the development of economic literacy and business skills. These agencies know the field of microenterprise; some know how to work with the target population (unemployed/underemployed poor African American women in the South). However, links to available community resources (e.g., for literacy training or mentoring) may also be critical parts of microenterprise programs and contribute to the development of community support for those programs.
• Partners should also include local and state health departments, especially regarding the prevention components of a microenterprise-based HIV/ STI prevention program. These agencies are familiar with local HIV/STI-related challenges, appropriate interventions, and evaluations, and typically have experience reaching the target population.
• In addition to more typical partnerships, development of communication and interaction utilizing new technologies should be explored. For example, the Internet offers expanded potential for marketing and further development of microenterprise business opportunities.
• A variety of local and national partners would expand the efficacy and sustainability of a microenterprise activity with regard to both economic and health outcomes. Local partners could include community stakeholders in the development of a new economic activity; national partners may include foundations and other funders or programs in the areas of economic development, rural development, community development, and women's health. For example, the National Association of City and County Health Officials (NACCHO) has created a planning intervention called Mobilizing for Action through Planning and Partnerships (MAPP), which is a community-wide strategic planning and implementation tool for improving community health that might be utilized or incorporated for microfinance interventions (see http://www .naccho.org/topics/infrastructure/MAPP.cfm).
• Within any partnership arrangement, it is critical that poor women be the principal partners and should be intimately involved in the project from the ground up. Women are change agents by virtue of their social roles and perspectives, their patterns of networking and support, and their influence on families and communities. And while the program should focus on African American women, other poor women or men should not be excluded, given the extent of economic need and sensitivities that might exist in local communities. Certainly, programs that focus on men in poverty should also be considered. Additionally, as has been explored internationally, the microenterprise approach to HIV prevention should include both HIV-positive and HIV-negative people to support both prevention of acquisition and improve quality of life for those who are living with HIV.
• Community partnerships are essential to successful microenterprise programs, but community partners also need some incentive; for example, a community agency may benefit from claiming status as a minority business and being able to count the microenterprise project participants as part of their own participant base.
Critical program development issues and critical program activities and services. The goal of microenterprise planning and program development should be to provide models and develop programs that can lead to sustainable economic gains.
• Models to consider: -In addition to support for individual business development, the collective or cooperative approach to business development is particularly appropriate for many rural areas.
-An employee-owned business model may also be part of a design.
-Partnering with existing businesses (farms, factories, service industries) to hire women might be more realistic in some areas than development of new economic activity.
-Include savings accounts of some type, either in banks or health savings accounts in clinics, to provide asset building.
-Include training in finance/economic skills as well as other skills needed for success; use a graded mastery approach.
-In areas where jobs are few and markets are saturated, program planners should consider development of new economic activity-services or businesses new to the communitywhich would open up new markets.
• Programs, especially rural programs, where needs such as transportation would be different from urban areas, might make use of new technologies for communication or new methods for sharing information/training, such as the circuit rider approach, in which trainings and other services are delivered to different areas at different times.
• An important consideration for project development and implementation is timing. Given that some funders such as CDC now limit intervention research to two to three years, consultation participants stressed the importance of changing this policy to provide time to develop partnerships in addition to program implementation and evaluation. Therefore:
-Program/partnership development on the local level for support of a project to introduce new economic activity into a community may take up to two years. This would include a planning stage, formative work on community economic needs, economic infrastructure, and the development of key relationships.
-In addition to a program development period, a three-to four-year implementation time frame will allow for measurable results; note that, while noneconomic benefits are seen early on in microenterprise programs, economic benefits often do not materialize as quickly.
• Evaluation activities should include qualitative and quantitative assessments, and the project should make efforts to assure that infrastructure and skills used to develop and evaluate microenterprise activities for HIV prevention be sustained within the target communities once the project is over. Academic institutions, especially local colleges, can provide a range of needed skills and services in this domain of activity.
• Outcome measures should include community, family, and individual outcomes, as well as an array of optional health measures from which program planners may choose. Participants emphasized the importance of outcomes related to mental health, substance abuse, health promotion and care practices, domestic violence, obesity, high blood pressure, and cardiovascular disease in addition to sexual risk reduction. Surrogate indicators should be used as markers for more long-term outcomes; for example, risk behavior or STIs as proximate indicators of HIV disease incidence, school performance as a measure of family wellness, or environmental measures such as structural improvements to homes as a measure of community wellness.
Integrating health issues with microenterprise activities.
Reiterating the collaborative theme, integrating HIV prevention should be guided by local partnerships and previous experience rather than by federally mandated priorities alone.
• Identifying ways to integrate HIV prevention content in research on efficacy of microenterprise as HIV prevention would be a project design issue; for example, one could compare microenterprise programs with and without a formally integrated HIV/AIDS prevention component, or HIV prevention programs with and without a microenterprise component. Such comparisons could assess the independent impact of economic improvement on HIV prevention.
• Continue learning from other microenterprise work and previous studies to become familiar with microenterprise possibilities for women in poverty and the potential influence of those programs on women and communities. Good examples of relevant research would be international microenterprise programs and the Welfare to Work Program research on family and community outcomes.
• Finally, participants pointed to the many resources (programs, curricula, other materials) developed in the microenterprise field in the last 10 years, which should be utilized by HIV prevention program planners.
Implications for future programs and for policy.
• Demonstration projects typically look at outcomes that approximate general public health goals. For example, a project that would evaluate microenterprise as HIV prevention would assess reductions in HIV-related risk behavior rather than incidence of HIV infection among participants. However, if improved public health outcomes may be linked to economic development, then long-range planning should include assessment of public health impact, such as HIV/STI incidence rates, in addition to a variety of measures of economic improvement, such as policies that support economic development in poverty-stricken areas and specific domains of community well-being.
• Additionally, national-level policy can be influenced by local experience; for example, health departments have a role through their nationallevel organizations in helping to determine best practices for national-level policy. The implication here is that a successful multisectoral collaboration linking microenterprise and prevention of HIV and STIs could impact national practice.
SUMMARy OF KEy RECOMMENDATIONS FROM THE CONSULTATION
Participants were unanimously enthusiastic about CDC's willingness to address an important contextual factor (poverty and its effects on individuals, families, and communities) in HIV prevention. Participants from the microenterprise field stressed that the successful models for low-income women are those that incorporate life-skills training in addition to providing financial training and resources. Many of these participants also indicated that life-skills training is more essential and more long-lasting than financial resource packages for many women, and the noneconomic benefits-such as self-reliance, self-esteem, and optimism about the future-are important outcomes associated with microenterprise training and activities. This was echoed by individuals with experience in HIV prevention programs, who indicated that development of life skills is often critical to the success of HIV prevention activities.
There are a variety of microenterprise models that would be suitable for consideration as HIV prevention intervention. Some participants stressed that individual development accounts (IDAs) have the advantage of providing a vision for the future that other microenterprise models do not. The notion of a microenterprise model should be fluid, recognizing that combinations of approaches may be appropriate (e.g., combining IDAs with microenterprise training).
Many participants emphasized the importance of community input into design and evaluation of microenterprise-based prevention interventions, stressing that federally mandated intervention designs would not be appropriate given the need for programs to fit local conditions.
Microenterprise activity in poor communities should address the economic organization within those communities by including local and national stakeholders in economic development. This is one of the important ways to assure sustainable development, particularly among poor and underserved populations. As one participant noted, "'Healthy communities' is a multifactoral concept-you need transportation and you need good housing."
There was general agreement that funding should flow into the community and to health departments and microenterprise agencies for collaboration among at least these two types of agencies on an intervention.
Some participants (especially those with microenterprise experience) were cautious about intervention design, noting that some aspects of microenterprise interventions may leave a small minority of participants in worse shape economically (by using family resources to support the business) and at risk for economic predation by partners, friends, or others.
Finally, the conceptualization of HIV prevention was significantly broadened to include contextual factors (e.g., stable and safe housing and neighborhoods, access to resources including health care) that increase or decrease health risks. For most of these factors, poverty was understood by the consultation participants as being a critical underlying component. Therefore, addressing economic stressors using microenterprise was understood to be an important strategy for improving health in general as well as an important approach to HIV prevention.
FUTURE CONSIDERATIONS
As an HIV prevention intervention, microenterprise differs from previously developed interventions in important ways. First, it has the capacity to disentangle the nexus of risk that characterizes the lives of those at risk for HIV or living with HIV. 25 Poverty (and racism, arguably its most significant determinant) is associated with numerous factors throughout the life course that lead almost inexorably to risk for HIV infection. 6, 44 That is, individuals at risk for HIV often have histories of trauma, drug abuse, incarceration, unemployment, poor education, and homelessness, all of which have the potential to be alleviated, at least in part, by economic empowerment programs.
Beyond this, microenterprise has the ability to affect numerous health conditions in addition to HIV risk. Poverty is implicated in most health problems, and poverty-and race-related health disparities are viewed by many as the preeminent health issue-in fact, social justice issue-currently confronting U.S. society. [45] [46] [47] Accordingly, economic empowerment may be able to reduce hypertension and other cardiovascular health problems, the incidence and course of numerous cancers, violence, substance abuse, and many other negative health conditions. Economic empowerment may achieve this through behavioral and lifestyle changes, increasing health-care utilization, and also through the alleviation of poverty-induced stress and its numerous health-related manifestations. 48 For example, CDC's Hope Works project, an intervention that includes assistance with developing economic objectives, targets weight management and stress reduction in addition to job-skills training and improving incomes. 4 The ability to affect multiple health outcomes is promising not only for economic empowerment, but also for other structural and community-level interventions such as incarceration policy 50 and community mobilization. 51, 52 Thus, the ongoing development of structural and community interventions, involving public and private partnerships at different intervention levels, has the potential to be cost-effective relative to single-disease interventions by simultaneously affecting many health outcomes. For example, a single structural or community intervention could be evaluated for its effects on numerous health processes and conditions, ideally with funding coming from each of the relevant components of the Public Health Service, making even the research cost-effective. In the long term, this would implicate a paradigm shift in funding practices and in public health intervention research, program development, and funding approaches.
In the meantime, small steps can be exciting: increased multisectoral collaboration on structural interventions among scientists and practitioners, whose formal missions are otherwise or typically disease-or sector-specific, has the potential to address important social and economic factors that have a significant impact on public health.
